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VOLUNTARY REQUEST TO CLOSE / REOPEN  

TBI/SCI/CYSHCN  
FAMILY RESOURCE COORDINATION SERVICES 

 
 

I, ___________________________________, certify I am _____________________________ 
                (Responsible Party)                                               (Mother/Father/Legal Guardian, etc.)                                 
 
 of_____________________________________. 
                   (Member’s Name) 
 
I WOULD LIKE THE FOLLOWING ACTION TO BE TAKEN: (Check and fill in the required 
information) 
 

  Reactivation of TBI ___ SCI ___ CYSHCN ___ Family Resource Coordination Services 
 
  Current Address/Telephone Number  
 

_________________________________________ 
 

_________________________________________   
 

_________________________________________ 
                                             (Telephone Number) 
 

  Discontinue TBI ___ SCI ___ CYSHCN ___ Family Resource Coordination Services. I am 
requesting discharge from your services for the following reason: 

 
  Services no longer needed 
 
  Other: (Please state the reason) 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
 
 
 
 
 
________________________________________________  ______________________ 
Signature                    Date                    
 
 
C: member file 


